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Notice of Privacy Practices for Protected Health Information

This notice describes how medical information about you may be used and

disclosed and how you can get access to this information. Please review it

carefully and retain for your records!

With your consent, the practice is permitted by federal privacy laws to make uses and disclosures of your health information for purposes of
treatment, payment, and health care operations. Protected health information is the information we create and obtain in providing our services
to you. Such information may include documenting your symptoms, examination and test results, diagnoses, treatment, and applying for future
care or treatment. It also includes billing documents for those services.

Example of uses of your health information for treatment purposes:

You have been referred to our practice for evaluation and treatment of your sleep disordered breathing with an oral device. The dentist will
share the information with such your referring MD, your primary care, MD and your dentist to allow us to obtain input from your medical and
dental providers. If you have other specialists who provide care, copies of your initial evaluation are normally provided to them too.

Example of use of your health information for payment purposes:

We submit a request for payment to your health insurance company. The health insurance company requests information from us regarding
medical care given. We will provide information to them about you and the care given. Your medical records are also required by your medical
insurer to determine medical eligibility for oral device therapy.

Example of Use of Your Information for Health Care Operations:

We obtain services from our insurers or other business associates such as quality assessment, quality improvement, outcome evaluation,
protocol and clinical guidelines development, training programs, credentialing, medical review, legal services, and insurance. We will share
information about you with such insurers or other business associates as necessary to obtain these services.

Your Health Information Rights

The health record we maintain and billing records are the physical property of the practice.

The information in it, however, belongs to you. You have a right to:

®  Request a restriction on certain uses and disclosures of your health information by delivering the request in writing to our office. We are

not required to grant the request but we will comply with any request granted;

Request that you be allowed to inspect and copy your health record and billing record-you may exercise this right by delivering the request
in writing to our office;

Appeal a denial of access to your protected health information except in certain circumstances;

Request that your health care record be amended to correct incomplete or incorrect information by delivering a written request to our
office;



File a statement of disagreement if your amendment is denied, and require that the request for amendment and any denial be attached in
all future disclosures of your protected health information;

Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a written request to our
office. An accounting will not include internal uses of information for treatment, payment, or operations, disclosures made to you or
made at your request, or disclosures made to family members or friends in the course of providing care.

Request that communication of your health information be made by alternative means or at an alternative location by delivering the request
in writing to our office; and,

Revoke authorizations that you made previously to use or disclose information except to the extent information or action has already been
taken by delivering a written revocation to our office.

If you want to exercise any of the above rights, please contact B. Gail Demko, DMD (617-964-4028) in person or in writing, during normal
hours. She will provide you with assistance on the steps to take to exercise your rights.

Our Responsibilities
The practice is required to:
¢ Maintain the privacy of your health information as required by law;

Provide you with a notice of our duties and privacy practices as to the information we collect and maintain about you;
¢ Abide by the terms of this Notice;

Notify you if we cannot accommodate a requested restriction or request; and

Accommodate your reasonable requests regarding methods to communicate health information with you.

We reserve the right to amend, change, or eliminate provisions in our privacy practices and access practices and to enact new provisions
regarding the protected health information we maintain. If our information practices change, we will amend our Notice. You are entitled to
receive a tevised copy of the Notice by calling and requesting a copy of our "Notice" or by visiting our office and picking up a copy.

To Request Information or File a Complaint
If you have questions, would like additional information, or want to report a problem

regarding the handling of your information, you may contact B. Gail Demko, DMD at 617-964-4028.

Additionally, if you believe your privacy rights have been violated, you may file a written complaint at our office by delivering the written
complaint to B. Gail Demko, DMD. You may also file a complaint by mailing it or e-mailing it to the Secretary of Health and Human Services

We cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health and Human Services (HHS) as a
condition of receiving treatment from the practice.

We cannot, and will not, retaliate against you for filing a complaint with the Secretary.

Other Disclosures and Uses

Notification

Unless you object, we may use or disclose your protected health information to notify, or assist in notifying, a family member, personal
representative, or other person responsible for your care, about your location, and about your general condition, or your death.

Communication with Family

Using our best judgment, we may disclose to a family member, other relative, close personal friend, or any other person you identify, health
information relevant to that person's involvement in your cate ot in payment for such cate if you do not object or in an emergency.

Food and Drug Administration (FDA)



We may disclose to the FDA your protected health information relating to adverse events with respect to products and product defects, or post-
marketing surveillance information to enable product recalls, repairs, or replacements.

Workers Compensation

If you are secking compensation through Workers Compensation, we may disclose your protected health information to the extent necessary to
comply with laws relating to Workers Compensation.

Public Health

As required by law, we may disclose your protected health information to public health or legal authorities charged with preventing or
controlling disease, injury, or disability.

Abuse & Neglect

We may disclose your protected health information to public authorities as allowed by law to report abuse or neglect.

Law Enforcement and Judicial Administrative Proceedings

We may disclose your protected health information for law enforcement purposes as required by law,

Health Oversight

Federal law allows us to release your protected health information to appropriate health oversight agencies or for health oversight activities.
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HIPAA ACKNOWLEDGEMENT

You May Refuse To Sign This Acknowledgement

L
Notice of Privacy Practices.

, have received a copy of this office’s

Signature

Date

For Offi nl

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining this acknowledgement

Other (Please Specify)




